You and others have suggested teamwork strategies as a method to improve safety. How do you suggest dealing with disagreements over protocol among different members of a team? For physicians, quality improvement projects are often mandatory as opposed to traditional research, which is voluntary. How do you motivate physicians to adhere to changes in clinical protocols that may not yet be evidence-based?
Disagreements within a team are common and when they occur it is often between a nurse and a physician with regard to lack of clarity or differences of opinion in the care being given. There are two approaches for dealing with these disagreements. The first is to use structured tools that allow team members to communicate directly and clearly. Crew resource management programs often suggest specific communication techniques, like the "CUS" words
, the two-challenge rule (when a concern is repeated to ensure it is heard), and "stopping the line" when someone "needs clarity." The second approach is implementing a chain of command or consultation that designates who should be contacted, typically a nurse-physician dyad higher in the administrative chain, and how they should be contacted to review the situation and settle differences. You use reducing non-indicated deliveries prior to 39 weeks of gestation as an example of quality improvement. For many of us who lived through this, there was a long period of uncertainty when we were trying to determine what a non-indicated delivery is and what isn't, largely because the American College of Obstetricians and Gynecologists (ACOG) and the Society for Maternal and Fetal Medicine (SMFM) did not come out with definitions of medically indicated deliveries until 2013. How can this be better addressed for future quality improvement projects?
Luckily, ACOG has addressed very well the timing of medically indicated late-preterm and early-term deliveries in a Committee
Opinion of the same name (no. 560; see Obstet Gynecol 2013; 121:908-10 
Response from Dr. Pettker: Question 4:
An article was recently published on the association between third-degree and fourth-degree lacerations and operative delivery and shoulder dystocia (see Obstet Gynecol 2015; 125:927-37 demographic, obstetric, and hospital characteristics," (see JAMA 2015; 313:197-9 
Question 7:
You mention that organizational safety culture needs to shift to a fair and nonjudgmental approach to adverse outcomes and event reviews. What role, if any, do often public and judgmental morbidity and mortality conferences play in this initiative? 
Question 8:
Although safety and quality improvement may improve the medico-legal climate, there are times when projects might increase exposure to professional liability litigation. For example, decreasing the cesarean delivery rate may increase the risk of litigation for adverse outcomes associated with a Category 2 tracing or an operative vaginal delivery. How should these potential consequences be accounted for in the development and execution of a local quality improvement project? 
